Palestinian health care is a global responsibility
We welcome Richard Horton's Offline (Nov 3, 2018 (Nov 3, , p 1612 , 1 in which he deemed the health of Palestinians a global responsibility. Our work with Palestinian colleagues at the Foundation for Family Medicine in Palestine is an example of how clinical academics from the UK support the development of health care in the West Bank and Gaza. We have colleagues in Israel who want to contribute to this work but are prevented from doing so by an Israeli military ban on citizens travelling to the Palestinian Authority A Zones where Palestinian medical schools are based. The situation is further complicated by the Palestinian Ministry of Health and universities policy of non-cooperation with Israeli institutions.
We believe that Israeli clinical academics could support their colleagues' teaching and research in Palestinian teaching hospitals and medical schools in an indirect way. At present, it is almost impossible for Palestinian doctors living in the diaspora outside of Israel to obtain a visa to work in Palestinian universities and healthcare institutions. For example, the relatively new Department of Family and Community Medicine at An-Najah National University in Nablus, which has been central to the achievement of WHO universal health coverage goals, finds it difficult to obtain permission for visiting academics.
The An-Najah National University Hospital, the associated teaching hospital, has an acute shortage of medical specialists, such as paediatric heart surgeons, transplant surgeons, and paediatric haemato-oncologists. This shortage is an obstacle to the development of clinical services in Palestine, as well as the development of undergraduate and postgraduate education and research opportunities.
We invite Israeli clinical academics and other medical leaders to join us in calling for relaxation of visa restrictions a depopulation agenda by inducing infertility. Negative messages are circulated mostly via groups on social networking apps, such as WhatsApp, rather than by individual messaging. Most messages are anony mous and are forwarded without any content verification.
Furthermore, health-care providers do not have the technical knowledge to answer questions and concerns that parents have about vaccination, which is one of the most important factors that creates mistrust between parents and health-care providers. One of the most important factors contributing to non-acceptance of vaccination is the influence of the patriarchy in India. This nonacceptance might be associated with religion in a limited sense because it is largely a social reality that fathers are the decision makers in many families regardless of religion. Even if mothers who are educated favour vaccination of their children, the fathers (even if less educated) might not allow vaccination of their children. Relatives, especially grandfathers, also represent another barrier to vaccination.
Vaccine hesitancy is a complex issue. In addition to the need for more educational materials for healthcare workers, vaccination strategies need to be contextualised. As stated in the Editorial, 1 the social sciences have an important role in vaccination strategies beyond 2020, and it is important that contextual social realities are understood to enable these strategies to succeed.
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